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OBJECTIVES OF THE 
AMERICAN ACADEMY OF 
DENTAL MEDICINE 


(Quoted from the Constitution) 


“To promote the study and dissemination of 
knowledge of the cause, prevention and control of 
diseases of the teeth, their supporting structures and 
adnexa and related subjects; and to foster and pro- 
mote a better scientific understanding between the 


fields of dentistry and medicine.” 
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EDITORIAL 


MEMBERSHIP 


In establishing a policy of membership 
for a new organization there is a choice 
of approach. The dictator approach, pop- 
ular or otherwise, is some variation of 
the theme, “Get me a balcony and an ap- 
plauding multitude.” The opposite of 
this was recently demonstrated by the 
group of scientists who worked in com- 
plete secrecy until the atom bomb was de- 
veloped. The objectives of the American 
Academy of Dental Medicine will be ac- 
complished more readily by this same 
submergence of personalities, aiming to- 
ward a common goal. 


Now, however, there is not the sense 
of urgency which stimulated people dur- 
ing war time. They are in a mood to get 
back to normal and this includes catering 
to the usual human traits. Effort is more 
ready if results will be rewarded by im- 
mediate recognition. Thus, one of the 
components of a good football team is a 
cheering section. 


The ideal cheering section is composed 
of those who have been following the 
team closely, know what plays it has been 
working on, and will appreciate when 
one is put over brilliantly, or sympathize 
when a good try fails. Also, the best part 
of this handpicked cheering section con- 
tains the ones who have played or can 
substitute, and others who are actively 
working for the team, This does not im- 
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ply that they are the only good people. It 
is that they are best for the team because 
of their specialized activities. 


Hoping that the foregoing is transpar- 
ent enough to show what we are leading 
up to, we will continue by explaining di- 
rectly why we want certain people in the 
Academy and why others, equally good 
in their own fields, have not been invited 
to submit their credentials. 


The objectives of this Academy are ex- 
plained on the facing page. There are 
many people working independently on 
these problems. We feel that if their 
minds can be brought together, and their 
ideas correlated, in a group working for 
a common cause under the heading of an 
organization devoted to this one subject, 
the answers will be forthcoming sooner 
and more completely. 


Therefore, we have sought for our 
membership, people who have shown an 
interest in the subject in teachings, clin- 
ics, writings, or studies. The last men- 
tioned group is very definitely included 
because, while they have been inarticulate 
up to date, and might be embarrassed if 
asked to get up and speak today, it is 
from their ranks that new, fresh members 
of the other groups are recruited. These 
are the people we want to encourage and 
whose encouragement we want. 


C.E.B. 
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CANCER AND THE DENTIST 
*RIEVA RosH, M.D., New York, N. Y. 


The growing interest of the medical 
profession as well as of the laity in cancer 
is reflected in consistent and encouraging 
developments in cancer education. It is 
not surprising therefore that the interest 
and activity of the dental profession also 
has been aroused. While this interest so 
far has been sporadic and voluntary on 
the part of individuals and groups, mod- 
ern dentistry rightfully has taken its place 
in present plans for the diagnosis and 
control of this much dreaded disease. 


The part played by the dentist is rather 
unique. He, as a scientifically trained ob- 
server, can readily learn to recognize 
symptoms of cancer not only of the lip, 
tongue, and oral cavity, but also of the 
skin of the head, face, and hands. In ad- 
dition, dentists are in a unique position in 
being able to recommend further study to 
a patient with some authority and yet 
with comparatively little chance of creat- 
ing a phobia. Another advantage pos- 
sessed by a dentist is the opportunity for 
following up a possible cancer patient to 
whom advice to seek medical examination 
has been given. The dentist may in this 
manner have an opportunity to save lives 
or at least to help prevent the spread of 
the disease due to neglect. The dentist is 
also in a position to act as an unbiased 
adviser, free from personal motives, and 
by the nature of his work can examine 
the patient at more or less regular inter- 
vals, The above mentioned sites of can- 
cer easily observed by the dentist are the 
types that can frequently be cured if rec- 
ognized and treated early. 


It is generally acknowledged today that 
close cooperation among the surgeon, ra- 
diologist, and pathologist is necessary in 
the treatment of cancer. In the treatment 
of oral cancer the dentist joins this group 


*Visiting Radiation Therapist. From the Ra- 
diation Teharpy Department (Third Surgical 
Division) Bellevue Hospital. Ira I. Kaplan, 
M.D., Director. 
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as an indispensable collaborator. A dent- 
ist interested in this kind of work and 
trained for it becomes part of the group. 

Prophylaxis, early recognition of oral 
lesions, dental restoration, essential prep- 
arations before surgical and radiological 
procedures, take place in the treatment of 
oral cancer and finally, the proper care of 
teeth and mouth are four phases in the 
management of these patients by the 
dentist. 


Prophylaxis is an important and eff- 
cient measure in the prevention and treat- 
ment of malignancy of oral cavity. Three 
sources of chronic irritation are of para- 
mount importance: 


1) jagged teeth 
2) badly fitting dentures 
3) chronic infections | 


Chronic infections within the oral cavi- 
ty may be due to specific disease, i.e., 
syphilis, or to chronic irritation by tobac- 
co smoking or chewing. Recently another 
factor has attracted attention — electric 
currents due to dissimilar metal fillings. 

Stomatitis has lately been proven to be 
often due to vitamin deficiency, especially 
lack of riboflavin. However, we believe 
that there is never a deficiency due to a 
single vitamin, and when it occurs, mul- 
tiple vitamin therapy along with ribo- 
flavin and B complex is prescribed. Bet- 
ter still, intramuscular crude liver injec- 
tions should be administered for several 
weeks until the deficiency is corrected. 


Leukoplakia is considered by some a 
precancerous lesion. However, biopsy is 
the only proof of cancer and it is easily 
accomplished. Hygiene, removal of 
sources of irritation, and sometimes (0- 
agulation is the treatment. Every patient 
with leukoplakia, as with carcinoma, 
should be regularly observed for many 
years even after the lesion is controlled. 
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Fig. 1—Leukoplakia of the tongue. 

Wasserman. Positive biopsy. Treated with ra- 

diation and antilvetic therapy. Patient alive 
after 10 years. 


Positive 


Early Recognition 


The dentist, by regular routine exami- 
nation, has an unequalled chance for 
early recognition of tumors of the oral 
cavity as well as for checking suspicious 
areas. So far, no other field of medicine 
has succeeded in educating the public to 
the importance of regular examination as 
has dentistry. The dentist has the oppor- 
tunity of regular inspection of the oral 
cavity in patients without symptoms or 
with distress too slight to lead them to 
seek medical advice. 

The symptoms of early mouth cancer 
are seldom distressing or markedly pain- 
ful. When a malignant tumor appears on 
the gingiva, the hard palate, the edge of 
the tongue, or the cheek, the mild char- 
acter of the symptoms and the location 
of the lesion logically suggest to the lay- 
man that there may be some trouble with 
the teeth. It is natural therefore for the 
patient to consult his dentist first. It has 
been reported from different clinics that 
60-70°% of the cases with oral cancer vis- 
ited the dentist first and were later refer- 
ted to a tumor specialist or clinic. How- 
ever, in many patients with mouth cancer, 
who first consult a dentist, the malignan- 
y is not recognized. Dental treatment 
may be given for a considerable period 
of time—amissing the opportunity to rec- 
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ognize early mouth cancer. This over- 
sight brings about an irreparable loss of 
time in beginning proper treatment. Met- 
astases to lymph nodes often occur, ren- 
dering the case hopeless, with resulting 
failure and death. This neglect or over- 
sight is most frequently due to scant in- 
structions received in dental school con- 
cerning symptoms of early oral cancer 
and the importance of early diagnosis. 
The blame lies mostly with lack of prop- 
er instruction during undergraduate and 
postgraduate education and training. 


Fig. 2—Lesion on the left 
side of tongue, six months 
duration. 


The importance of cancer education 
not only for dentists but also for the med- 
ical profession is being recognized, but 
comparatively little change in curriculum 
has taken place. This is particularly im- 
portant because in the last few years the 
laity has been furnished with considerable 
information due to the efforts of the 
American Society For the Control of Can- 
cer. This should be a stimulus for the 
dental and medical. schools to give the 
undergraduate as well as the postgrad- 
uate, teaching programs with intensified 
courses in this field. These dentists should 
be able to recognize early, conditions that 
are or might contribute to the occurrence 
of cancer. Also, not only should they ac- 
quaint themselves with physicians or 
group of physicians that are capable of 
caring for cancer of mouth, but should 
themselves actively take part in the pre- 
vention, treatment, and control of this 
dreaded disease. The part of the dentist 
in this group cannot be over-emphasized. 

In view of the extreme importance of 
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the early recognition of a cancer of the 
oral mucosa, a biopsy should be taken in 
every questionable instance. The biopsy 
should be taken without hesitation in 
those tumors which are ulcerated. No 
harm can be expected from this biopsy. 
In non-ulcerated areas, excisional biopsy 
including surrounding normal _ tissue 
should be done. Repeat biopsy sometimes 
is necessary if the lesion appears clinically 
neoplastic but the first. report was nega- 
tive. A proper selection of area for biop- 
sy is important and it may be better to 
refer the patient to a qualified physician 
or group. It is unfair to expect a diag- 
nosis from the pathologist if the material 
submitted to him is inadequate and con- 
tains only necrotic tissue or inflammatory 
reaction. An improperly obtained biopsy 
is worse than none because it may avert 
the suspicion once aroused and it may 
allow the tumor to continue growth while 
relying on negative pathologic finding. 

Tumors as seen by the dentist can be 
divided in two groups: 

1) Tumors originating in the mucosa 
and altering its normal appearance, 
and 

2) Tumors originating in the under- 
lying structure, and altering the 
normal outline of the markings in 
the oral cavity. 

cell carcinoma of: 

a) tongue—tip, dorsum, margin and 
base, 

b) floor of the mouth, 

c) mucosa of the cheek, 

d) retromolar triangle, muco’a of guras 
and hard palate, 

€) soft palate, 

f) tumors of the tonsil and tonsillar 
pillar, particularly if there is an uni- 
lateral enlargement, can also be eas- 
ily recognized by the dentist during 
routine inspection of teeth. Most of 
these conditions are curable in early 
stages. 

The clinical appearance of an early le- 
sion is that of an indurated ulcer. Some- 
times these lesions appear as papillary 
growths which soon become secondarily 
infected. A lesion caused by poor dent- 
ures, but not without malignant changes, 


will heal soon after the removal of the 
source of irritation. General mouth hy- 
giene, removal of badly fitted dentures or 
teeth will by themselves reduce the size 
of ulcer within a week and will heal in 
about two weeks. However, if the lesion 
is malignant it will reduce only partially 
in size, but will become more amenable 
to treatment. When neglected, regional 
neck nodes enlarge. With progressive 
growth of the lesion, nodes increase in 
size and become fixed to surrounding tis- 
sues. All this makes any treatment more 
difficult and prognosis more unfavorable. 

The collaboration of the dentist in the 
preparation of the oral cavity for any 
treatment of carcinoma is indispensable. 
Before treatment by irradiation is begun 
all foci of infection should be removed 
and caries teeth repaired or extracted. It 
is always preferable to extract teeth that 
are in the field of irradiation even though 
these teeth might be healthy, while the 
decayed teeth must definitely be removed 
even if not in the direct field of irradia- 
tion. 

Frequently, during or after irradiation. 
patients develop hypersensitivity to heat, 
cold, and sweet food, in the teeth of the 
irradiated field. In such instances the pa- 
tient often returns to his dentist and does 
not tell of the radiation treatment re- 
ceived. It is important for the dentist to 
know this, as the irradiated mouth is 
more liable to infection and heals much 
more slowly following surgery. When 
the dental work is completed, large ul- 
cerated lesions usually decrease in size, 
and the general condition of the patient 
improves. These measures facilitate ther- 
apy. 

Some radiologists request removal of 
all teeth in the areas to be irradiated. 
However, it is not always easy to con- 
vince the patient, as well as the dentist, 
of the necessity of such radical procedure, 
but it should be done. 

It is our opinion that further compara- 
tive studies be made on this question by 
the radiologist and the dentist on a group 
of cases over a period of years. This will 
enable both to decide on the proper pro- 
cedures and best results achieved. 
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Fig. 4—Same case as Fig. 3—15 years after 
treatment. 


Proper after care by the dentist is just 
as important, the dentist must realize that 
he is not dealing with normal tissues. Im- 
mediately after heavy irradiation there is 
always present a thick radiation reaction 
membrane that looks almost like a diph- 
theritic membrane. This membrane should 
not be disturbed or injured, since we have 
seen many instances in which hemor- 
thages occur when rough manipulations 
were attempted. This is explained by the 
fact that this membrane represents a heal- 
ing process with formation of scar or 
connective tissue. When necrosis is pres- 
ent, local and general measures to com- 
bat this should be taken. After intensive 
irradiation is employed in treating cancer, 
teeth and sometimes bones in the irradi- 
ated field may be devitalized, and as soon 
as an intercurrent infection occurs, pres- 
ence of devitalized tissues, especially de- 
vitalized bone become quite a problem. 
It is advisable that all dental manipula- 
tion at this time be as conservative as pos- 
sible, Extractions, if necessary, should be 
done under general anesthesia. Due to 
changes of the tissues, local anesthesia is 
contraindicated. Extractions should be 


done only if they cannot be avoided and 
with the least possible trauma. Finally, 
except as an emergency measure, they 
should be postponed until the tissues re- 
cover completely and this requires at least 
are then well 


six months. Reactions 
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Fig. 3—Ulceration of six months duration caused by 
pressure of lower denture. Treated with radiation 


therapy. 


healed and construction of dentures is 
done. Care should be taken that the bite 
is properly adjusted to eliminate trau- 
matic occlusion, pressure points should be 
eliminated, and observation and adjust- 
ments made by the dentist at frequent in- 
tervals. 


CONCLUSION: As demonstrated in 
this article, the dentist plays an important 
part and function in the detection, diag- 
nosis, and care of oral cancer. 


1120 Park Avenue 
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THE RELATION OF 


ORAL PATHOLOGY 


TO EMOTIONAL ILLNESS 
W. LyNwoop HEAvER, M.D., New York, N. Y. 


The oral cavity, with its teeth, is one of 
the means by which we express some of 
our emotions and our conflicts that cause 
them. No matter who we are, we have 
bitten our lips in chagrin, puzzlement, or 
to help, somehow, in keeping back the 
tears. The mouth is utilized in the pat- 
tern of a yawn of boredom. Lips part 
and retract over teeth to express joy, or 
anger. The upper and lower teeth meet 
to restrain an impulse to stop the ejec- 
tion of vomitus from a stomach made 
sick with disgust, fear, or anxiety. They 
clench tightly in grim determination, or 
in an effort to suppress rage and hostility. 
They bite into the food that sustains us. 
No vestigeal remnants, these! They serve 
us completely, whether we spit or speak. 
Even the predatory male would not be 
able to whistle the customary wolf call 
were it not for his teeth. 

Moreover, the oral cavity often will re- 
flect in some way the presence of an emo- 
tional disorder. Anatomically and physi- 
ologically, the mouth may belie the pres- 
ence of hidden (unconscious) mental 
conflicts. The furred tongue, the fetid 
breath, the neglected dental hygiene— 
such matters as these can testify to the 
constipated patient, the dehydrated pa- 
tient, or the tense, preoccupied patient 
who is too emotionally upset to eat, drink, 
or eliminate properly. A depressed, anx- 
ious individual characteristically tells the 
psychiatrist that he feels “tense all over,” 
and that also includes his gastro-intestinal 
tract. A constipated colon often means a 
‘depressed’ colon—it isn’t functioning in 
its usual pattern—and, acting like a mir- 
ror, it reflects the deep emotional state of 
depression. The constipated patient has 
a furred tongue. It is worth investigat- 
ing this feature as an index of a de- 
pressed colon; it should be thought of as 
belonging to a depressed person. 

A depressed patient is potentially a 
suicidal patient. While one obviously 


cannot make a diagnosis of manic-de- 
pressive psychosis on the basis of a coated 
tongue, it is important to correlate this 
physical finding, if possible, with the pa- 
tient’s daily habit patterns of thinking, 
feeling and acting. As dental treatment 
is given for several weeks or months, the 
dentist may note a coated tongue, or hear 
his patient complain of dryness, or pe- 
culiar taste in the mouth. If this is a fre- 
quent or constant observation by the dent- 
ist, it becomes important psychiatrically, 
and some tactful questions regarding the 
patient’s life situation are in order. 

The patient's gaiety that does not 
ring true, or his lackadaisical respon- 
siveness, indifference, or flatness in 
emotional response to conversation, 
can at times represent the prodromal 
stage of a severe depressive reaction. Sta- 
tistically then, this patient is a candidate 
to commit suicide. If the depressed phase 
of emotional disorder does not result in 
suicide, it may metamorphose into a state 
of over-talkativeness and over-activity. 
The patient becomes elated and uninhib- 
ited to a degree that later on may seri- 
ously embarrass him and his family, and 
compromise his entire future. 

Pathology of other structures in_ the 
mouth may likewise attest conscious or 
unconscious emotional conflict. Buccal 
and pharyngeal mucous membranes may 
be spotted discreetly or confluently with 
sites of tissue destruction ranging from 
simple aphthous ulcers to large punched 
out areas of ulcer formation. One px 
tient who came under the author's obser- 
vation was an inadequate, insecure young 
man of 22, who was poorly adjusted to 
life. His extensive and profound feelings 
of inferiority were largely derived from 
prolonged exposure to an untenable home 
situation. His deep hostility to an aggres- 
sive, driving, dominating and highly suc- 
cessful father could not be expressed. 
This produced, therefore, a sustained 
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frustration in his life. He had to put out 
of his conscious mind much of what 
sorely distressed him. He was relieved a 
great deal when he could leave home to 
live away at college. But on each occa- 
sion that he expected to return home, he 
developed sores in his mouth that were 
very painful and distressing. These sores 
soon broke down into both discreet and 
confluent ulcer formations. Over a period 
of several years allergy tests failed to 
demonstrate the etiology. Various derma- 
tological specialists, internists and other 
medical men failed to cure with salves, 
lotions, intra-muscular injections, pills 
and vitamins. The cure was one not in- 
cluded in the pages of the Pharmacopeia. 
A few weeks after his vacation was over 
and he was back at college, hundreds of 
miles from home and father, his mouth 
healed. It happened every time. 

Of course the why of this selection of 
the mouth instead of some other body 
area to express somatically psychic con- 
flict, is not at all understood. In the next 
man it might have been angina, or severe 
headaches, or ‘“‘butterflies in the stom- 
ach.” 

The teeth themselves may occasionally 
be responsible for precipitating an ag/- 
tated depression (involutional melan- 
cholia) of middle years. There is a par- 
ticular type of pre-psychotic personality 
which is characteristically rigid, meti- 
culous, Over-conscientious, vain, per- 
fectionistic, and unobtrusively or obvious- 
ly limelight-loving. This type of person- 
ality is unable to tolerate any real or fan- 
cied threat to vanity. Such individuals 
have always contrived to make others feel 
that they were sufficient unto themselves. 
This, however, often proves not to be the 
case. For example, the loss of a loved 
one, the marriage of children and their 
consequent leaving home, the threat of 
financial disaster, or merely the physi- 
ological menopause experience itself, may 
precipitate a psychotic reaction which en- 
dures for months, even years. Something 
in the precipitating situation has caused 
the patient to feel irrevocably deprived 
of the source from which he or she has 
always gained emotional comfort, support 
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and nutrition for the maintenance of van- 
ity and pride. 

Psychiatrists regard these personalities 
as marcissistic; they are fundamentally 
self-centered, overly pleased with them- 
selves, and usually direct their activities 
so that esteem of themselves will always 
be in a state of over-inflation. This state 
of affairs usually is not obvious to those 
who know the individual. Actually, to 
others, such a person may appear to be 
self-sacrificing, and an unusually consid- 
erate person. They also may be the type 
that is always labelled the “Life of the 
Party’, or the one who is always willing 
to serve on committees for arrangements. 

The woman of this personality type 
may have spent much time and energy 
arranging her face and figure to merit 
favorable comparison with that of her at- 
tractive, young adult daughter. In such 
persons as have been described, the teeth 
play an important role. Much attention 
has been given to their cleanliness and 
care. Consequently, the loss of one or 
more teeth—especially the complete re- 
moval by extraction of all teeth—sud- 
denly precipitates their narcissistic inse- 
curity. In itself, this might appear to 
others to be an inadequate cause for de- 
veloping somatic delusions, hallucina-_ 
tions, real or fancied ideas of sexual 
guilt, the conviction that one has com- 
mitted the world’s greatest crime, or that 
one is the world’s greatest sinner, but 
this has happened many times. The pre- 
cipitating factor of the extraction of teeth 
has occurred at a time when the accumu- 
lated insecurities about growing old, be- 
coming inadequate or inefficient, or losing 
the capacity to be attractive to others, 
have begun to cause very uncomfortable, 
if transitory, moments of introspection. 

A somewhat similar psychodynamic 
problem is encountered in the adult man 
or woman who wears complete or partial 
dentures. It is not unusual for the dentist 
or others to be asked by the wearer if 
false teeth will militate against the en- 
joyment of kissing or being kissed. Hav- 
ing to wear false teeth inevitably con- 
tributes to the already present feelings of 
inferiority and insecurity that some indi- 


viduals may have about their sexual at- 
tractiveness. 

During acute neurotic or psychotic dis- 
turbances, the patient not infrequently 
uses his teeth as a focus for fixation of 
some of his unconscious conflicts. He may 
become obsessed with the idea that a 
tooth is decayed when it is not; he may 
bitterly complain of pain in one or 
several teeth when there is no objective 
or roentgenographic evidence tha‘ this 
should be. 

An insecure, vain man of 56 gradually 
precipitated an involutional psychosis by 
unconsciously fixating his narcissistic inse- 
curity upon his teeth. He had required 
some difficult dentistry and the resulting 
bridgework was highly unsatisfactory to 
him. Actually, the job was, from a dental 
viewpoint, an extremely good one. How- 
ever, the insistence that the bridgework 
was poorly done, that it gave him a “horse 
tooth’”” appearance, allowed the patient to 
express his repressed conflicts in terms that 
were acceptable to himself and others. 
The terrific fear of growing old and los- 
ing his popularity was something he 
would not let himself admit. But his ten- 
sions broke from their moorings of re- 
pression when the prolonged dental ex- 
perience focussed his attention on his 
teeth—and his age. He was convinced he 
was ready to be shelved by his world as 
a has-been. When this man _ recovered 
from his psychosis, he still had the same 
bridgework, but it was of no concern to 
him. As a matter of fact, he reflected 
upon his agitation over the alleged in- 
ferior work, laughed in an abashed man- 
ner, and conceded that he had been all 
wrong. 

The dentist may be surprised or an- 
noyed if he finds a patient becoming 
emotional over the state of his gingivae 
during treatment. Especially might the 
dentist react in this manner if his patient 
continually seeks reassurance over a rela- 
tively benign condition. Benign, that is, 
in the sense that the gingival inflamma- 
tion does not represent the inroads of 
syphilis, for example. The neurotic pa- 
tient who demands much reassurance and 
seems not to accept it for longer than 


the length of time it takes to give it, can 
be an irritating factor in the daily routine 
of the busy dentist. 

However, the dentist should realize 
that his over-anxious patient is behaving 
in this manner for a reason which is 
usually unconscious, and of a very in- 
volved nature. 

A neurosis, to which none of us is 
immune, can immobilize an individual's 
productivity and adequacy as completely 
as a psychosis. One young man of 27, an 
unusually brilliant writer, became ob- 
sessed with the idea that he had syphilis. 
He had gone through the usual routine 
of having multiple Wassermann tests, all 
of which were negative. He had origin- 
ally had his obsessive-compulsive neurosis 
generated by a “questionable” result on a 
Kahn test, done at the time of his dis- 
charge from the army. This served to 
mobilize his guilt feelings concerning his 
sexual life. It likewise amplified his fun- 
damental feelings of inferiority about his 
sexual adequacy. The mildest abrasion 
anywhere on his body, the most ordinary 
acneiform eruption, the occurrence of 
itching about the rectum, a furuncle in 
the region of his genitalia, an innocent 
skin rash on his chest, or the occasional 
falling out of hair consistent with his 
hereditary hair pattern, all in turn served 
to throw him into a panic of anxiety. He 
could not work, play, eat or sleep. He 
perspired profusely, was agitated, and re- 
peatedly sought reassurance on the slight- 
est provocation. During the course of 
psychotherapy he developed a gingival 
condition suggestive of necrotic gingivitis. 
He was seen by a dentist who instituted 
the proper treatment. Being a hypochon- 
driac, the patient was naturally more 
than ordinarily curious about the instru- 
ments and medications used. He wanted 
to know the reason for every step in the 
treatment. He seduced the dentist into 
discussing etiology. As soon as the den- 
tist conversationally alluded to the asso- 
ciated organism being similar in mor 
phology to that of syphilis, the patient 
abruptly relapsed into a terrific panic stt- 
uation. It required many weeks of careful 
management and therapy by both the psy- 
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chiatrist and the dentist to convince the 
patient, at least superficially, that the 
spirochete of Vincent's disease was not 
the spirochete of syphilis. 

This case illustrates how a chance re- 
mark, well-intentioned and_ technically 
correct, Offered by the dentist to an ob- 
viously intelligent patient, may neverthe- 
less create enormous emotional havoc. 
Naturally the dentist was in no position 
to perceive the complete inner disorgani- 
zation of the patient’s emotional life, nor 
to recognize how emotionally fragile he 
was; the lesson to be drawn from this 
example is that the dentist’s casual remark 
about technical and academic matters may 
fall on very fertile neurotic ground in his 
listener's mind. It is certainly not within 
the province of the dentist to undertake 
any psychiatric treatment other than to 
function as a source of reassurance to the 
patient. If this does not fit in with the 
particular temperament and disposition of 
the dentist in question, he should at least 
see to it that the patient receives the 
benefit of a psychiatric consultation. 

There is another aspect in neurotic psy- 
chopathology in which the tooth may 
assume a very signincant role. The occur- 
rence of a dream in a woman who either 
fears or wants pregnancy may include the 
fantasy of teeth being extracted. The 


tooth may symbolize the baby being ex- 
pelled from the uterus during childbirth, 
or, if the wish is for pregnancy, the 
dream of a false tooth being inserted into 
a waiting gum socket may represent the 
act of coitus. 

Among males whose belief in their 
heterosexual adequacy crumbles before 
the challenge of repeated coitus, and 
where a neurosis includes unconscious 
of castration, a vagina is occasionally fan- 
tasied as having teeth. 


* * * 


Dental malformations are threats to 
one’s emotional stability. In a world 
where a woman’s hat and dress must be 
different from the next person’s, but 
where her teeth must look like the other 
lady's, any abnormality in oral architec- 
ture can create feelings of inferiority, or 
shyness, or introversion. Very unstable 
and insecure individuals, who are not able 
to adjust to their oral deformities, may 
become asocial, eccentric, or they may 
even commit suicide. The dentist can be 
instrumental in saving a sensitive person 
a lifetime of silent agony. The repair and 
restoration of oral malformation is a solid 
contribution to good mental hygiene. 
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A SIMPLIFIED GUIDE FOR EVALUATING 


DIET HISTORIES 
J. Lewis BLass, Ph.G., D.D.S., New York, N. Y. 


Dietary analysis is obligatory in perio- 
dontal treatment to determine nutrient 
deficiencies as etiologic factors, as a basis 
for the prescription of a balanced diet 
supplementary to treatment, to 
eliminate dietary errors and omissions 
likely to perpetuate periodontal disease. 
Biochemists, dieticians, social workers and 
clinicians have advanced the study of diet 
in their respective fields to clarify the 
needs of individuals. The translation of 
this knowledge to individual use has, 
however, not been universally accom- 


plished. 


One method! for determining the diet- 
ary needs of a periodontal patient briefly 
consists of the following: 


Have the patient supply an accurate 
list of foods eaten for one week; eval- 
uate the diet on the basis of acid-alkali 
balance, essentials of an optimum diet, 
roughage content, etc.; substitute nat- 
ural vitamin- and mineral-rich foods 
for highly refined foods, sugar-contain- 
ing foods and other carbohydrates ; fur- 
nish an optimum diet list as an aid in 
food selection. 


Advantages of a Simplified Guide 
for Evaluating Diet Histories: 


The guide is offered as an aid to diet- 
ary evaluation. It has the advantage of 
presenting a broad view of the diet yet 
it permits the complete dietary evaluation 
without the cost of too much time or a 
great amount of effort. The guide sets up 
a form by which a mark in a square in- 
dicates each portion of food eaten. With 
the items of diet checked a large number 
of data pertinent to dietary evaluation is 
furnished : 


1. The daily calorie intake. 


2. The amount and distribution of 
vegetables, fruits, dairy products and 


eggs, proteins, fats, bread, cereals, etc. in 
the diet. 


3. The ratio of acid-forming (pro- 
teins, refined sugars, cereals, bread, cof- 
fee and tea) to alkaline forming foods. 


4. Graphic information on the inclu- 
sion or omission of vitamin and mineral 
containing foods is shown with an indi- 
cation of vitamin or mineral supplements 
required. 


Use of the Simplified Guide: 


1. Transfer the individual entries from 
the patient’s list of food eaten (for one 
or two weeks) to the guide by checking 
one square for each portion. 


2. Add the calorie values noted beside 
each portion and carry the total to the 
right side of the guide. 


3. Find the total calories and divide by 
the number of days of the period of the 
test to determine the average daily caloric 
intake for comparison with actual needs’. 


4. Review the number of portions of 
food eaten in each category of the guide 
to insure an optimum daily diet: 2 cooked 
and 1 raw vegetable; 4 ounces or 1 piece 
of fruit; 2 to 3 glasses of milk; 2 to 3 
portions of cheese weekly ; 5 eggs weekly: 
1 portion of glandular meat weekly ; beef 
or other meat in that protein group 2 or 
3 times weekly; 1 portion of fish or sea 
food weekly; 1 tablespoonful of butter 
daily; little sugar or concentrated carbo- 
hydrates; natural sugars when necessary 
or desirable in the diet; whole cereals; 
2 or 3 slices of wholewheat bread daily. 


5. List the dietary recommendations 
and vitamin and mineral supplements to 
suit the specific needs of the patient under 
consideration. 
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disease 


such as diabetes, nephrosis, obesity, car- 
diorenal disease, epilepsy, gastro-intestinal 
disorders, etc., it is advisable to refer the 
patient to a physician for dietary advice. 
(1) Miller, S. C. ‘Textbook of Periodontia”’ 


2nd Ed. The Blakiston Co., Philadelphia, 
Penna. 1943. 


(2) Calorie Needs for Daily Activities. (From 
Public Affairs Pamphlet Number 32. De- 
partment of Agriculture.) 
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Female Male 
1500-1900 1800-2200 
Sedentary Workers 1800-2200 2200-2600 
Housekeepers— 
2200-2400 2400-2800 
Laundresses— 
Workmen 2400-2700 2700-3200 
Laborers 3200-4000 
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PREVENTION OF ERRORS IN PULP TESTING 
MILTON J. HyMAN, D.D.S., New York, N. Y. 


The electric pulp tester is one of the 
most useful instruments in the dentist's 
armamentarium. Unfortunately it is not 
foolproof and may give variable readings. 
Variations which are not the fault of the 
machine but primarily due to individual 
handling. Some of these variations will 
be covered in this article. 

The most important factor in the use 
of a pulp tester is establishing the normal 
reaction point, irritation point, or thresh- 
old of irritability for the tooth to be 
tested. This varies in all teeth. The 
threshold of irritability for a central in- 
cisor is not the same as for a bicuspid or 
a molar in the same individual or in other 
individuals. Therefore, it is necessary to 
select a similar tooth to the one to be 
tested, determine its irritation point, and 
then compare the reaction of the question- 
able tooth with it. Thus, to test the max- 
illary left central incisor, determine the 
normal reaction point of the maxillary 
right central incisor for comparison. 

Cases may present in which the patient 
may not have a similar tooth left in the 
mouth. In general, the anterior teeth give 
closely related readings, the bicuspid read- 
ings are in the same range, and the molar 
readings are close to each other. 

Furthermore, similar teeth in the max- 
illa may be compared with those in the 
mandible. There is one exception: the 
maxillary incisors have a higher threshold 
of irritability than the mandibular teeth 
and readings are not comparable. 

Moisture is another important factor in 
that a dry tooth cannot be reliably tested. 
Moisture is absolutely indispensable. One 
may start with a dry tooth and place a 
drop of water on it, or one may use saliva 
placed on the tooth with the tongue or 
lips. Either evaporates rapidly, causing ir- 
ritation point reading to go higher as the 
tooth dries. Therefore, it is necessary that 
the tooth being tested should be moist- 
ened frequently during the course of the 
test. The importance of this factor has 
been recognized and provision made for 
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overcoming too rapid evaporation of the 
liquid placed on the tooth. If a single 
tooth electrode with a metallic point is 
used, the tip of the electrode may be 
covered with a wisp of moistened cotton. 
An electrode which holds a pellet of 
moistened cotton, a small piece of an 
orange-wood stick which has been soaked 
in water, or one which has a shallow 
cup-shaped depression at its tip to hold 
a drop of water are available types. Since 
none of these methods can be used with 
the bipolar electrode, the need for re- 
peated moistening must be borne in mind. 

Metallic fillings are another complicat- 
ing factor. In general one should avoid 
placing the electrode on a metallic filling. 
If a bipolar electrode is used, and both 
poles are placed on the filling, no re- 
sponse will be secured in the great ma- 
jority of cases, and the tooth will be 
erroneously condemned as being nonvital. 
The tooth does not respond because a 
short circuit is created, the current pass- 
ing from one electrode along the surface 
of the filling to the other electrode. The 
same lack of reaction will be observed if 
both electrodes are placed in contact with 
a full gold crown. 

If a unipolar electrode is placed in con- 
tact with a metallic filling, the reaction 
point will be much lower than normal. 
This is due to the fact that the filling 
carries the current close to the pulp. In 
passing, if this electrode is placed against 
a filling, the reaction is so marked that 
the patient will jump. 

As a corollary to the statement that 
the readings of similar teeth should be 
compared, one can also state that similar 
tooth surfaces should be used. In a series 
of experiments carried on by members of 
the Diagnostic Clinic at New York Uni- 
versity College of Dentistry, it was found 
that the irritation point reading varied 
with the surface of the clinical crown 
tested. The reading obtained from the in- 
cisal edge of an anterior tooth should not 
be compared with that obtained from the 
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labial or lingual surfaces of another an- 
terior tooth. Nor should an_ occlusal 
reading of a bicuspid or molar be com- 
pared with a buccal or lingual reading of 
a similar tooth. It was found that the in- 
cisal edge of the incisors and canines give 
lower readings than any other surface. 
On bicuspids and molars, the lowest read- 
ing is obtained from the grooves on the 
occlusal, buccal or lingual surfaces. 

Abraded, worn or broken tooth sur- 
faces usually react at a lower point. Con- 
versely, teeth with considerable pulp re- 
cession react at a higher point or may 
give no response at all. This latter fact 
should be kept in mind when testing 
teeth in elderly individuals. These teeth 
are still vital, as can be determined if one 
were to run a bur into the pulp. The 
fault with the use of pulp tester in this 
case is that it may not have sufficient volt- 
age to overcome the resistance created by 
the bulk of enamel and dentin. 

Much as it may be desired, we cannot 
get away from the fact that the teeth are 
integral parts of human beings, and that 
human beings vary in their reactions and 
even individually from time to time. For 
instance, it will be observed that the first 
tooth to be tested usually reacts at a high- 
er point, If the same tooth is tested again, 
either immediately or after several other 
teeth have been tested, the reading will 
be lower. This is due to the fact that the 
patient doesn’t know what to expect and 
waits until he is sure he feels something. 


This first test serves to condition the pa- 
tient. When subsequent tests are made he 
knows what to expect and reacts when he 
detects the first sensation. 


Then there is the patient who reacts at 
an abnormally low point or appears to ex- 
perience extreme pain. Some of these are 
malingerers or are fearful of the proce- 
dure. There is a very simple way to de- 
tect these. The non-metallic part of the 
tooth electrode is placed against the tooth 
so that no current is actually flowing to 
the tooth, and the patient's reaction noted. 
If he winces or otherwise indicates pain, 
he is anticipating a sensation which is 
not present. The reading therefore has no 
value. It is possible to overcome the pa- 
tient’s fear by repeating the pseudo test 
several times. By this time his fears are 
quieted when he discovers that no pain is 
involved. The real test can then be made. 


In this connection the initial fear of 
every patient can be overcome to a large 
extent by proper explanation of what sen- 
sation he will experience. The words 
“pain,” “shock” and “hurt” should never 
be used, Rather one should use ‘‘a feel- 
ing of warmth” or “a tingling sensation.” 
With children the term “tickling sensa- 
tion” is helpful. The power of sugges- 
tion is of value, because the patient will 
describe what he feels in whatever sensa- 
tion was suggested to him. 


20 East 53rd Street 
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ERYTHEMA MULTIFORME BULLOSUM 


(Stevens-Johnson Disease) 


MauRIcE MAtsky, A.B., D.D.S., New York, N. Y. 


Koke writes that the ocular involve- 
ment is the most serious manifestation of 
the disease. Of 18 cases reported, 14 
resulted in partial or total blindness!. But 
none of the cases had the benefit of the 
antibiotics at our disposal today. Of 21 
cases tabulated by Goldfarb, cure was ob- 
tained only in those cases that received 
ample chemotherapy. Of those that did 
not, seven remained totally or partially 
blind?. 

Therefore, early and correct diagnosis 
is essential if the serious effects of this 
disease are to be prevented. Since the 
oral lesions create pain within the mouth 
and inability to eat, the dentist is often 
the first to see the patient. 

Erythema multiforme (erythema exu- 
dativum) is described by Sutton and 
Sutton? as an acute inflammatory disease 
of the skin. It is usually associated with 
macular, papular or tubercular lesions. 
They may be round, oval, or, at times, 
iris-like bullae. It is this latter type lesion 
that is present in Stevens-Johnson disease. 

There are several forms of the disease. 
It was first reported by Von Hebra in 
1866!. +. as a cutaneous disease identified 
by erythema iris, herpes iris, and variously 
shaped erythematous lesions of the skin. 
It attacks especially the dorsal surfaces of 
the hands and feet. Effects upon eyes, 
mucous membranes, or constitutional 
symptoms or sequella were not reported 
by Von Hebra. This is the mildest and 
most common form and is a-simple der- 
matological problem. There is a pluriori- 
ficial form in which, in addition, consti- 
tutional symptoms of conjunctivitis, sto- 
matitis and rhinitis are present!. 

In 1922, Stevens and Johnson reported 
a very severe form which, in addition to 
all the symptoms noted above, showed 
hemorrhagic macular cutaneous lesions 
and leukopenia’. 

The disease, whose etiology is not 


known, invariably presents a triad of skin, 
mucous membrane and eye involvement. 
Usually, there is an abrupt onset of gen- 
eral toxicity, fever, malaise. Within a day 
or two, a crop of bullous, multiforme, 
iris-like lesions appear. Simultaneously, 
vesicles appear on the oral mucous mem- 
brane which eventually break down and 
become membranous. This is accompanied 
by marked soreness and a severe stomatitis 
results?. 


Duke-Elder classified the eye complica- 
tions present in Stevens-Johnson disease 
under the headings of catarrhal, purulent, 
and pseudo membranous. The latter two 
are the most destructive, and, unfortu- 
nately, are the most common in. this 
disease®. 


The oral cavity presents a startling pic- 
ture: Stevens and Johnson describe their 
case as follows: ‘the lips were cracked, 
bleeding, encrusted, the tongue was 
swollen, bright red and fissured, the mu- 
cous membrane of the mouth was in- 
flamed with small bullous lesions which 
rapidly broke. down, leaving a raw angry 
surface>.”” 

Ginandes describes his case as having 
marked fissuring, encrustation and edema 
of both lips, The upper vermillion bor- 
der was surrounded by a necrotic remnaat 
of desquamated mucous membrane’. 


Report of a Case: 


R.M., age 9, male, white, was admitted 
to the hospital with a history of “tooth. 
ache” two weeks before admission. One 
week later, after swimming in a chlori- 
nated pool, the toothache returned and 
“sores’’ appeared in the mouth. These 
were treated by local applications and the 
patient was relieved. Later the patient felt 
weak and listless, and the eyes became 
red and swollen. Rash developed soon 
after. General malaise, sore mouth and 


49 


photo 
hospit 
Pas 


excep! 
tever. 
Phy 
101°F 
pressu 
did n 
suppo 
Sku 
generé 
legs, 
erythe 
oval c 
cm. in 
small 


“3 : 
x 
: 
3 
3 
= 


“in, 
en- 
day 
me, 
sly, 
em- 
and 
ried 
titis 


lica- 
ease 
lent, 
two 
yrtu- 
this 


pic- 
their 
‘ked, 
was 
mu- 
in- 
vhich 


Angry 


aving 
dema 
bor- 


nnaat 


nitted 
tooth- 
. One 
“hlori- 
d and 
These 
nd the 
nt felt 
yecame 
| soon 
h and 


photophobia brought the patient to the 
hospital. 

Past and family history was negative 
except for familial history of rheumatic 
fever. 

Physical Examination — temperature 
101°F., pulse 120, respiration 32, blood 
pressure 110/75, weight 59 Ibs. Patient 
did not have the strength to stand un- 
supported. 

Skin — there were numerous lesions 
generally distributed, but mostly on arms, 
legs, trunk and face. These lesions were 
erythematous, mostly round, though some 
oval ones were present, from 0.5 to 1.5 
cm. in diameter, elevated (bullous), with 
small vesicles in the center. (Figs. 1, 2). 


Fig. 1—Lesion on leg. 


Fig. 2—Lesion on trunk. 


grayish membrane developed 


The vesicle area in some of the lesions 
was already crusted over. 

Mouth and throat was extremely pain- 
ful, with continuous sialorrhea, leaving 
the mouth filled with blood tinged mu- 
cous. The lips were swollen, fissured, and 
were covered with bloody encrustations. 
Tongue, buccal mucosa, and the floor of 
the mouth were covered by bloody, raised, 
white to dirty-gray, membranous and ul- 
cerative lesions. The membranes could be 
tubbed off, leaving a raw bleeding sur- 
face. Small petechial hemorrhages were 


present on the palate and uvula (Figs. 
3, 4). 


Fig. 3—Appearance of tongue and lips. 


Fig. 4—Lesions on lips. 


Eyes—marked photophobia, 
conjunctivitis, and a purulent 
were present. 

Rectum and genitalia — an 


swelling, 


discharge 


occlusive 
over the 
penile meatus and anal orifice. 
Lymphatics — anterior cervical lymph 
nodes were enlarged and tender. 
Remainder of physical factors were 


normal, 


; 
50 


Laboratory examination—urine nega- 
tive. 

Blocd — WBC 13,600, hemoglobin 
94% ; Differential - polymorphonuclears 
51%, lymphocytes 27%, eosinophiles 
15%, monocytes 5%, basophiles 1%. 
Wasserman was negative. 

Eye smear—culture showed presence of 
Staphylococcus. 


Treatment: 


Two grams of sulfadiazene were given 
stat, and 1 gm. was given every four 
hours thereafter; with double doses of 
sodium bicarbonate. 1% gentian violet 
was applied to the oral lesions, and sulfa- 
thiazole ophthalmic ointment was ap- 
plied to the eyes. After two days of this 
treatment, there was some general im- 
provement, the temperature dropped to 
100°F., but the oral condition and that 
of the eyes did not greatly change. 

Because of the severe eye sequellae re- 
ported previously in the literature, and 
because of the presence of Staphylococcus 
in the smear, penicillin therapy was insti- 
tuted. 50,000 units were given stat paren- 
terally, and 25,000 units were given every 
three hours thereafter. The child im- 
proved generally still more, but oral and 
eye conditions still remained severe. On 
the fifth day after admission, the tem- 
perature still remained at 100°F. 


Thereafter, penicillin ointment (1 oz. 
500 units) was tried. It was applied gen- 


Fig. 5—Improvement shown by 6th day 
after local application of penicillin 
ointment. 


erously to the mouth and eyes every three 
hours. Within 24 hours, practically all of 
the oral and eye symptoms cleared up 
(Fig. 5). It is interesting to note that the 
greatest improvement occurred when the 
penicillin ointment was applied locally. 
The temperature dropped to normal. The 
skin became normal in 19 days. 

A review of the literature disclosed that 
the skin lesions take at least three, and up 
to six weeks to clear up in severe cases 
of Stevens-Johnson disease. This was a 
severe case, but, apparently due to the 
sulfadiazine and penicillin therapy, all 
symptoms cleared up in only 19 days 


Differential Diagnosis: 


In general, the character of the lesion 
in Stevens-Johnson disease is quite dis- 
tinct, but it might be confused with the 
following: Pemphigus—the lesions ia 
pemphigus are large, thin-walled bullae, 
with a fetid odor. Coincidence of ocular 
and dermal pemphigus is rare. 

Human form of foot and mouth dis- 
ease — there is swelling and redness 
around nails of hands and feet, with des- 
quamation at the site of the vesicles. 
Burning of the mouth is also present 
Diagnosis can be established by a test in 
which guinea pig foot pads are scarified 
with vesicle fluid. 

Erythema nodosum—lesions are large, 
flat, reddish or purplish papules or 
nodules. Rarely is fever associated with 
the disease. 

Dermatitis herpetiformis — cutaneous 
lesions are deeply seated vesicles on an 
erythematous base!. 


Conclusion: 


Early recognition and vigorous chemo 
therapy will prevent the devastating ey 
sequellae in Stevens-Johnson disease and 
make for quicker recovery. It is within 
the power of the dentist to aid in the 
early diagnosis to insure early treatment 

599 West End Ave 
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DENTAL AND MEDICAL PHOTOGRAPHY 
WILLIAM M. GREENHUT, B.S., D.D.S., New York, N. Y. 


One of the most interesting — and 
sometimes one of the most useful — ap- 
plications of a camera, is picturing objects 
that are nearer than the minimum focus- 
ing distance. This distance is from three 
to five feet, depending on the focal length 
of the lens and the size of the negative. 
Such an application of the camera is called 
“closeup” photography or ‘‘photomacrog- 
raphy”. The purpose is to obtain. larger 
images than would be secured with the 
camera at or beyond the normal minimum 
focusing distance. In this way, pictures of 
very small objects, such as a tooth or an 
inlay, can be made actual size or greatly 
enlarged. Closeup photography is exten- 
sively used in medical, dental and other 
scientific and specialized photography for 
record, instruction, and lecture purposes. 

There are various camera set-ups that 
can be used. Plate and filmpack cameras 
having double-extension beds can be 
focused so close to the object that images 
as large as the subject can be obtained. 
The groundglass back is used to secure 
sharp focus and frame the subject on the 
film. With the miniature type of camera, 
closeup photographs can be secured with 
the aid of supplementary lenses. In this 
way, images ranging in size from 1/50 
to 1/5 that of the subject are obtained. 
Closeup photography attains its greatest 
usefulness and application with the 35 
mm. miniatures, having ‘‘removable’’ 
lenses and special accessories for this type 
of work. The greatest flexibility and larg- 
est images are obtained with the use of 
lens extension tubes. 

Photography of the mouth is more ex- 
acting than the ordinary medical picture 
because of the nature of the oral cavity 
and the difficulties in getting sufficient 
lighting and depth of focus in such pic- 
tures. In the photographing of patients, 
the most trying problem, again, lies in 
obtaining sufficient light. It is frequently 
tequired to stop down the lens since parts 
of the subject will be at different dis- 


tances and the aim of the photographer 
is to obtain a large scale photograph with 
good detail in every part. Again the slight 
movement due to breathing, etc., will be 
sufficient to spoil the finest detail if the 
exposure is at all prolonged. Hence, on 
both counts the lights must be powerful. 
Daylight is variable and often not avail- 
able. A focusing device is almost neces- 
sary although supplementary lenses will 
do occasionally. However, with the afore- 
mentioned, the distances from the lens to 
the object must be measured and this is 
a real nuisance. Better than such lenses 
are the copying devices which use tubes 
and in which the correct distance is auto- 
matically obtained when the object is in- 
cluded within the area established by the 
legs of the device. 

Since the advent of Kodachrome, color 
photography has assumed an ever increas- 
ing role in medical and dental teaching 
and research. The 35 millimeter candid- 
type camera, together with the proper 
short-focusing arrangements, has been 
available for use with Kodachrome for 
some time, A satisfactory lighting system 
has not been available commercially how- 
ever, except in the form of a complete 
clinical camera set-up which, for most, 
is prohibitively expensive. 

The type of light used in making 
Kodachrome slides is most important, be- 
cause if the spectral characteristics of the 
lights are not matched to the color sen- 
sitivity of the film, correct color render- 
ing will be impossible. We think of day- 
light as being white light, but in com- 
parison with incandescent lights, which 
may be used for simulating daylight, is 
strong in blue rays. It is best to avoid 
the use of daylight wherever possible, as 
it is extremely difficult to control so that 
the original is lighted evenly over its en- 
tire area. The constant change in intensity 
is an even greater drawback to its use, as 
exposure time has to be calculated before 
each picture, and a standard procedure is 
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impossible. The spectral characteristics of 
daylight also change with the time of the 
day and cloudiness of the sky; this, in 
turn, will affect the coloring rendered. 
Artificial light, that is light from in- 
candescent source, with Kodachrome 
135A, will be found the ideal combina- 
ton for dental and medical photography 
(two 500 Watt motion picture projection 
bulbs). It is almost always available and 
with the aid of a few specially con- 
structed inexpensive reflectors can be con- 
trolled with great exactness. In addition, 
the exposure may be standardized because 
of its constancy, so that many photo- 
graphs may be taken without any test of 
the intensity of the light. Photoflood 
bulbs are convenient, but when there is 
any amount of work to be done, ordinary 
500 Watt projection bulbs are to be pre- 
ferred because of their longer life. Due 
to the closeness of the lights to the sub- 
ject there is intense heat which is ob- 
jectionable. This is overcome by having 
a momentary snap switch attached to the 
lights. The lights are switched on, the 
exposure button is pressed, and then the 
pressure is released from the switch ex- 
tinguishing the light. The entire proce- 
dure takes about a second for each picture. 
Although they have not come into gen- 
eral use as yet, fluorescent lamps will un- 
doubtedly replace the present type of il- 
lumination, They have the advantage of 
long life, little heat and high light out- 
put in conjunction with low current con- 
sumption. It must be remembered how- 
ever, that the light output of these bulbs 
will decrease with age, and it may be 
necessary to increase the exposure from 
time to time. As yet no extensive tests 
have been made with fluorescent light for 
close-up photography, but it is to be ex- 
pected that the daylight type may be used 
with the same film and filter factors as 
would be used for daylight; and with the 
white type of fluorescent lamp, the same 
film and filter factors as for Mazda light. 


Exposure must be carefully determined 
for closeup colored photography. There 
is less latitude for exposures with Koda- 
chrome film than with black and white 
film. Exposure may be computed by any 
of the conventional methods. In any case, 
a period of trial and error should be 
planned before serious work is attempted. 
An extremely small stop, while giving 
great depth of focus, may have a detri- 
mental effect upon the sharpness of the 
transparency, and a large stop, besides 
allowing only a shallow depth of focus, 
may cause poor definition in the corners 
of the copy. In many cases the original 
to be copied will not be perfectly flat, or 
a filter may have defects, so that it would 
be well to standardize on a medium small 
stop and give exposures of about 1/20 
to 1/40. 

An apparatus which embodies all the 
above factors of illumination, exposure 
and film was devised for the Leica 
Camera. The carrying stage was designed 
to accommodate a Fuldy ground glass 
sliding attachment. This apparatus could 
be utilized with or without the attach- 
ment. A research experiment was recently 
completed at New York University Col- 
lege of Dentistry in which it was neces- 
sary to take 1200 oral Kodachromes 
(35 mm.) for record purposes. Each of 
the Kodachromes was in exact focus and 
it was not necessary to retake any of the 
photographs because of error in lighting. 
In order to have the illumination as con- 
stant as possible, various 500 Watt bulbs 
with different voltage ratings were tried. 
in order to note the different intensities 
of illumination by overloading. The light 
intensity from the two 500 Watt bulbs 
(motion picture projection type) is s0 
great that the lens diaphragm can be 
stopped down to F-11 at 1/30 of a 
second. 

124 East 84th Street 
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ABSTRACTS AND COMMENTS 


PERIODONTIA AND THE GENERAL 
PRACTITIONER 


RAOUL H. BLANQUE, D.D.S., F.A.C.D. 
J.A.D.A., Feb. 1947 


1. The principal reason for the gener- 
ally prevalent neglect of periodontal dis- 
eases is the failure of dental education to 
evaluate justly the importance of period- 
ontia. 

2. To successfully practice periodontia 
it is necessary to comprehend the whole 
range of dentistry; orthodontia for the 
establishment of normal occlusion; oper- 
ative dentistry for the correction of ab- 
normalities in tooth form; prosthodontia 
for the replacement of lost teeth without 
which physiologic function is impossible ; 
and, lastly, exodontia for the removal of 
hopelessly diseased teeth. 

3. Although ultimate loss of the teeth 
inevitably results from periodontoclasia, 
the predominant importance of this oral 
infection is its potentiality in producing 
pathogenic changes in other parts of the 
body. From their very beginning during 
initial gingival inflammation, periodontal 
diseases are capable of disseminating in- 
fection throughout the circulatory system 
and also may be a source of general sys- 
temic infection. 

4. Early diagnosis and treatment of 
periodontal disease is essential. 

5. The choice of several methods of 
eliminating periodontal pockets or lesions 
is at our disposal. 

6. We must endeavor to correct all the 
known local and systemic etiologic fac- 
tors. Competent medical advice and 
treatment may be necessary. 

7. We are justified in instituting peri- 
odontal treatment whenever we feel as- 
sured that infection can be eliminated and 
that the safe retention of the teeth can 
be prolonged for a reasonable length of 
time. 

8. Suitable postoperative checkups at 
tegular intervals are necessary to the 
proper maintenance of all cases that have 
been treated. LS. 


MECHANISM OF RADIATION 
EFFECTS AGAINST MALIGNANT 
TUMORS 


S. WARREN 
J.A.M.A.—Feb. 15, 1947 


The following pertinent facts regard- 
ing the present day knowledge and state 
of treatment of tumors were put forth by 
the author. 


1. Radiation influences growth. Ioniz- 
ing radiations act on organisms through 
the direct production of intrinsic changes 
in the exposed cells and also through 
changes in the environment of the cells. 


2. The basis of radiation therapy in 
tumors is their relative radiosensitivity as 
compared with normal tissue. 


3. The effective radiation energy is that 
which is absorbed by the tissue in ques- 
tion, not the amount originally delivered 
to the tissue. 


4. All types of ionizing radiations have 
about the same qualitative effects—neu- 
tron, roentgen or gamma rays, alpha or 
beta particles. 


5. The effects on the cells occur in this 
order: Interference with mitotic activity, 
vacerolization and swelling of the cyto- 
plasm, and finally pyknosis and autolysis. 


6. Due to variations in resistance of 
cells, all are not killed by the usual dose 
of radiation. It is the concomitant . ef- 
tect on the connective tissue stroma and 
the blood vessels which produce the last- 
ing effects. The vascular epithelium of 
the blood vessels is damaged and throm- 
bosis is produced, which impairs circula- 
tion to the tumor bed and tumor cells. 
Fibrosis and hyalinization of the vessel 
walls also occur resulting in impaired 
circulation. 


7. Generally speaking, primitive and 
less differentiated tumor cells are suscepti- 
ble to radiation. 


2 


8. Classification: 

a) Radiosensitive tumors — those 
which regress when subjected to a dosage 
which has little or no effect on adjacent 
normal tissue. Dosage—up to 2500 r. 
Examples — lymphoma, Ewing tumors, 
multiple myeloma. 

b) Radioresponsive — dosage 2500 
r.-5000 r. Adjacent normal tissues are 
harmed only to a moderate degree. Ex- 
amples are basal cell cancers of the skin, 
cancers of thyroid and cervix uteri, 

c) Radioresistant —- dosage over 
5000 r. The tumor cells respond no bet- 
ter than adjacent tissue cells, which will 
be damaged if sufficient treatment is giv- 
en to cause tumor regression. Examples— 
malignant melanoma, cancer of rectum 
and breast. 

9. Radiosensitive cells are not neces- 


sarily radiocurable. They often recur in 
a more resistant form. 


10. Recent development of radioactive 
isotopes such as phosphorous hold prom. 
ise for future cancer treatment. There is 
a selective absorption of this element by 
rapidly growing cells. It makes possible 
the radiation of tumor cells without too 
much injury to normal cells adjacent, 
Radioactive iodine is used in thyroid cases 
with some success also. 


11. From the atomic bomb explosion; 
it was learned that the greatest effects of 
radiation were on the hematopoetic and 
lymphoid systems, with lesser effects on 
gonads and hair follicles in that order. 
The same general order of sensitivity oc- 
curs among tissues exposed to therapeu- 
tic radiation. M.M. 


ANNUAL MEETING 

The annual meeting of the American 
Academy of Dental Medicine will be held 
in New York City on Sunday, June 15, 
1947, at 41 E. 19th St., New York, N. Y. 


PROGRAM 
10 A.M.-1 P.M.—Business Meeting 
1 P.M.-2:30 P.M.—Luncheon 


2:30 P.M.-4 P.M.—Scientific Session— 
Clinics, 


4 P.M.-6 P.M.—Business Meeting 


The Publication Committee will be 
pleased to receive material in the various 
branches of Dental Medicine for publica- 
tion in this Journal. Please address Editor. 
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ANNOUNCEMENTS 


16th Annual 
Postgraduate Course in 
PERIODONTIA 


New York University 
College of Dentistry 


Three Weeks, full time, Monday through 
Friday, inclusive, Starting June 2, 1947 
Fee $300.00 


Limited to 30 students 


Apply at once to: 


Director Postgraduate Division 
New York University 
College of Dentistry 


209 East 23rd St., New York 10, N. Y. 
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utstanding link between dentistry and medicine 


MILLER (and 30 Collaborators) 
ORAL DIAGNOSIS and TREATMENT 


2nd EDITION 


EW! Written by an expert in each department of the sub- 
ject under the editorship of the well-known head of 
¢ Department of Periodontia at New York University—thirty 
minent writers, practitioners and teachers of wide experience— 
ilaborate to present this book. 


has been carefully planned to show the dental student and prac- 
fing dentist exactly what can be utilized in modern dentistry from 


he extensive progress in all the fields of dental and medical science. 


ew chapters on Aerodontia; Salivary Gland Diseases; Fixed Bridge- 
prk; Bacteriology of the Oral Cavity; Roentgenographic Inter- 
tation, etc. Emphasis is on all the aids in dentistry — Penicillin, 
. The latest, most authoritative word, handsomely illustrated by 
{figures in black and white and 39 color rlates. 903 Pages. $10.00 


ited by Samuel Charles Miller, D.D.S., F.A.C.D., Associate Pro- 


sor in Charge of Periodontia Department, New York University 
llege of Dentistry. 


THE BLAKISTON COMPANY 


PHILADELPHIA 5, PA. 


Use This Convenient Coupon 


The Blakiston Company, 1012 Walnut Street, Philadelphia 5, Pa. Send and charge my account. 
MILLER’S ORAL DIAGNOSIS AND TREATMENT, New, 2nd Edition. 
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DISTRIBUTOR 


PERIODONTAL INSTRUMENTS 
MEDICAMENTS 


for 


PERIODONTAL CLINICS 


and 


POST GRADUATE COURSES 


GUTERMAN DENTAL SUPPLY CO. 


515 MADISON AVE. 
NEW YORK 22, N. Y. 


COLLEGE BRANCH 
203 EAST 23rd STREET 


NEW YORK 10, N. Y. 
Phone: EL 5-1775-8 
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DRUGS 


IN 
There are many varied uses for drugs in Dentistry. Medications 
may be used as specifics or in a supplemental manner. 
When drugs are used, it is essential that they do what is ex- 
pected of them. 
For nearly a century, we have supplied the Dental Profession 
with medicaments of every type and description for every use 
in dentistry. 
We have standard preparations ready for delivery and we make 
preparations to your own formulae and specifications. Consult 
us with your specific problems, we can help you. 


SULTAN'S Pharmacy, Inc. 


301 Third Avenue, New York 10, N.Y. 
Established 1871 Murray Hill 4-6817-8 


Sultan's Pharmacy, Inc. 
301 Third Avenue 
New York 10, N.Y. 


Gentlemen: 


Without obligation, please send me literature and price list of 


‘Drugs in Dentistry’. 
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